Rationale: Since there are only 33 endocrinologists within the Department of Defence and over 150 000 beneficiaries with diabetes, most patients with diabetes will be treated by primary care providers (PCPs). Comprehensive diabetes care visits are extensive and the clinical practice guidelines (CPGs) routinely change; thus, providing current evidence-based care is difficult. Most professional development courses aim to update PCPs on CPGs but are often inadequate as they focus on only the PCPs (not the interdisciplinary team) without a plan to implement changes into practice.
to 2006 finding 81 trials involving more than 11 000 health professionals. 5 It found that the traditional model of educational meetings alone had about a 6% improvement in compliance. However, mixed interactive and didactic educational meetings were more effective than didactic or interactive meetings alone.
Most CPD courses in the medical community are solely focused on the medical provider (ie, MD/DO) and not the interdisciplinary team. Interestingly, interprofessional development, which includes all members of a primary care team from administrative staff and technicians to providers and hospital leadership, demonstrated improved team function, built trust, and increased knowledge by allowing all team members to contribute their expertise. 6 Taking knowledge back to the clinical setting and implementing it is the crucial step that can appear insurmountable for many professionals. Our facility is making strides to become a High Reliability Organization (HRO), an effort that is stressed by the Institute of Medicine. One of the tenets of an HRO is "preoccupation with failure." 7 This tenet emphasizes focusing on where we fail to adhere to CPGs.
Another tenet is "deference to expertise." This highlights the need to pay attention to the front line staff experts that can have invaluable insight into problems. Applying this to comprehensive diabetes care in the DoD, each local clinic will have different failures that are best identified by local staff who can develop a plan to address them based upon differing local resources. Again, the first step must ensure foundational knowledge, followed by robust process improvement (PI) as a recommended part of an HRO. 8 Dovetailing into this idea, primary health centers have shown improved delivery of health care depending on duration of participation in continuous PI. 9 The US Air Force Diabetes Center of Excellence developed a CPD Outreach organizers kept track of each clinic's POA with followup assessment via an electronic survey at 30 days, 6 months, and 12 months post course; unfortunately, response rate was poor at 10% to 15%, 0% to 5%, and 0% to 5%, respectively. Normally low response rates for surveys were also likely compounded due to the transient nature of the military population and not having a designated point of contact for each clinic. This, in addition to lack of traditional evaluations (ie, pre-testing and post-testing of knowledge, attitudes, and behaviours) left a large gap in ability to assess efficacy of the course. The purpose of this paper is to describe our experience with this course in terms of measuring its efficacy to impact diabetes care practices in the primary care setting.
| METHODOLOGY
In our own PI project, we sought to evaluate the DCC's efficacy to the DoD through two methods: (1) qualitative semi-structured telephone interviews to understand PI project progress and barriers to implementation, and (2) quantitative pre-and post-course surveys to assess knowledge, attitudes, and behaviours.
| Qualitative semi-structured telephone interview design
In the fall of 2015, we coordinated one-on-one semi-structured phone interviews with past DCC participants. Similarly, other benefits/changes in clinics as a result of participation in the DCC were also initially broadly categorized by the interviewer then refined by a second coder (J.W.) and, through an iterative process, concordance was reached by both reviewers.
The primary outcome was efficacy of the course as defined by reported full or partial implementation of POA. Secondary outcomes included any reported benefit in the clinic that could be directly related to attending the course, common barriers encountered in POA implementation, if not desiring to come to course impeded efficacy, and if not agreeing with group's POA impeded efficacy.
| Quantitative design
Initially, the course evaluation only consisted of daily subjective reviews of each speaker. While valuable knowledge about speakers was obtained, it did not provide information about course effective- Primary outcomes were improved knowledge, skills, and intention to change clinical practice as pertains to comprehensive diabetes care and the material presented at the DCC. These do not specifically match with a traditional knowledge, attitudes, and behavior evaluation. However, we noted that we truly could not evaluate behaviours given our limited time from pre-to post-survey responses, rather only the intention to change behavior or clinical practice. We felt that attitude and intention to change behavior were similar constructs, so categorized both under intention to change clinical practice. Also, more pertinent to the hands-on module of the DCC, the category of skills was included, which could be considered a subset of knowledge but was independently evaluated in order to highlight an area of our course crucial to comprehensive diabetes care.
3 | RESULTS
| Qualitative results
Out of 222 participants representing 77 clinics (if participants were from the same clinic but attended a different DCC session, this was counted as a separate clinic), 101 participants had an available POA, but only 87 participants had active email addresses (likely due to transient nature of military personnel). Disciplines represented by participants were dominated by nursing (50%), which included RNs, LVNs, CDEs, Disease Managers, and Health Care Integrators; followed by providers (32%), which included MDs, DOs, Residents, Fellows, NPs, and PAs; PharmDs (5%); other (5%), which included hospital leadership, dietitians, and technicians; and unknown (8%) ( Table 2 ). were somewhat reflective of attendance with the vast majority being nurses (84%) followed by providers (8%) and other (8%).
| Outcomes
The primary outcome of efficacy as defined by reported partial or full implementation of POAs was met by 12/19 clinics (63%). POAs varied in complexity; some were focused on one issue, while others were multifaceted. Therefore, one POA could have multiple categories.
The categories, as defined and agreed upon through inter-rater reliability, were patient education (7); active monitoring (6) increasing collaboration between the three military services; and even starting PI projects for other disease processes. Only two clinics did not report any improvement. In one of these clinics, the only participant was a disease manager that was relieved of duty 2 days after returning from the DCC. In the other clinic, the participating provider reported that she did not have any time to dedicate to the PI project and all other participants that attended the DCC were no longer employed at the clinic.
Individual clinics reported obstacles (often multiple) to implementation of POAs including staff turnover or loss (9), lack of time (8), under manning/overworked (8), provider pushback (7), lack of leadership support (6), knowledge deficits (5), system issues (5), underutilization of resources/team members (4), and communication (3) (Figure 2 ).
Other secondary outcomes had relatively small numbers. There were three participants that were "chosen" to go that did not specifi- 
| Survey results
For the September 2016 course, there were 104 participants, of which 57 attended on location. From those on location, we were able to obtain 53 pre-surveys and 45 post-surveys (Table 3 ). The VTC group included 47 participants, from which we were able to obtain 41 presurveys; however, only 13 completed the post-survey. Given this low response from the VTC participants, we will only present data from those who attended in person. Self-reported roles for this iteration were reflective of previous courses, mainly nursing (42%), followed by providers (40%), and others (18%) to include technician, dietitian, and PharmD.
Knowledge-based questions showed significant improvement in basic familiarity with insulin pumps (P < 0.01), knowledge of behaviours to prevent macrovascular complications (P < 0.01), and knowledge of cost-effective methods of utilizing self-monitored blood glucose levels (P < 0.01). 
| DISCUSSION
We saw many improvements from our qualitative and quantitative PI assessments that may lead to improved health care delivery for patients with diabetes and CPG adherence. This does not assess hard outcomes like haemoglobin A1c (HgbA1c) reduction; however, we do not feel this would be the appropriate assessment tool. If a clinic's chosen POA was to improve foot exams on patients with diabetes with correlating documentation, this would not necessarily improve
HgbA1c. This is why we felt reported partial or full POA implementation was a better marker of efficacy that would be directly related to CPG adherence, which had an overall 63% efficacy as regards partial or full implementation of POAs. In addition, 89% reported improvements directly associated with attending the DCC. We hypothesize that as continued PI becomes a focus in these clinics, higher adherence to CPGs would take hold with eventual benefit in these hard outcomes. This idea was seen in a 2016 study that used onsite practice facilitation, usually trained nurses, to teach PI in clinics that led to an absolute improvement of 19% in the proportion of patients achieving HgbA1c <7% and a significant reduction in the number of patients with HgbA1c >9%. 10 Similar to many other evaluations of CPD, we were able to show that by attending our course on location there was a significant shortterm gain in participants' knowledge. Even when participants felt knowledgeable on a topic, such as provider confidence with insulin In review of the literature, interprofessional CPD courses will help to improve patient safety and deliver high-quality health care through team building and role clarification. 4, 6 We feel that all team members need to be familiar with the CPGs in order to effectively apply the multifaceted care recommended for patients with diabetes. Our course was designed for primary care teams (provider, nurse, technician, PharmD, etc.) to attend; however, often only partial teams or solo team members attend. While this may not be optimal, it is the realworld application and still proved efficacious.
Our current attendance is dominated by the nursing field (50%), albeit they are in different practical roles such as clinical nurse, disease manager, health care integrator, and CDE. This is followed by provider 
| CONCLUSION
The DCC is an innovative, team-based, interprofessional, didactic, and interactive, 3-day comprehensive diabetes course aimed at primary care teams in the military health system. This short CPD course is focused around developing a PI project based on local CPG adherence deficiencies while providing comprehensive diabetes care knowledge.
Our initial data collected from our own PI project (or POA) on the course has shown the course to be efficacious in reported PI implementation. Our hope is that the PI project taken back from the course is just the first of many to continue improvement of diabetes CPG adherence. We also have shown that on location attendance at the DCC improved short-term knowledge, awareness of diabetes resources, and confidence in diabetes-care related clinical skills while fostering a mentality of team-based responsibility for CPG adherence. 
